
www.dhcs.ca.gov/services/medi-cal/Pages/LTCAB1629.aspx

	(Please remit the total amount along with this payment Invoice by January 31, 2008 to the address above)
	PLEASE SUBMIT THE ENTIRE PAYMENT INVOICE – DO NOT CUT IN HALF


	OSHPD Number: 
	Provider Number: 
	Total Remitted: 
	Total Resident Days: 
	8: 
	27: 8.27

	Total Amount Due: 0
	Date: 
	Facility Name: 
	Facility Address: 
	City, State, Zip: 


